Seminal vesicle abscess is a rare urologic disease. Herein, we report our experience of the first case of a 41-year-old male patient with neurogenic bladder who underwent successful treatment of seminal vesicle abscess with rectal fistula after rectal decompression. Only a simple insertion of the rectal tube with intravenous antibiotics was able to remove the seminal vesicle abscess with rectal fistula without any percutaneous, transvesical, or transurethral drainage of the abscess. Rectal decompression should be considered in advance as a treatment of seminal vesicle abscess with rectal fistula before performing any invasive abscess drainage or fistulectomy.
Seminal vesicle abscess (SVA) is a rare disease entity. Due to its non-specific clinical symptoms, SVA is difficult to be suspected. Moreover, to date, the clinical presentation and treatment of SVA with rectal fistula have not been well established. Therefore, we introduce the first case of successful treatment of SVA with rectal fistula after rectal decompression. This study was approved by the institutional review boards of Kyungpook National University Hospital (IRB no. 2016-05-019).
CASE REPORT
A 41-year-old man was admitted to the department of urology through the emergency center. He had a neurogenic bladder due to thoracic-spine injury after a traffic accident 20 years ago. He presented myalgia and chills with low abdominal pain and lower urinary tract symptoms (LUTS), which gradually developed since 1 month prior to being admitted. The patient was febrile (＞39.1 o C), with otherwise normal vital signs. The initial blood work showed a white blood cell count of 18,700/l. Computed tomography (CT) revealed 8 cm sized thick-walled pelvic abscess and right hydronephrouretersosis due to pelvic abscess (Fig. 1 ). Immediate consultation with the department of internal medicine was done, and empirical intravenous (IV) ceftriaxone and aztreonam were injected, and in addition, urethral catheter was inserted. On the following day, percutaneous nephrostomy (PCN) was performed, but high fever still existed. For further imaging workup, on the third day, magnetic resonance imaging (MRI) was performed, and MRI showed 7.7 cm thick-walled abscess in the posterior aspect of the urinary bladder, which was initially thought to be originated from the seminal vesicle and formed the rectal fistula (Fig. 2 ). Immediately after, sigmoidoscopy was performed, and rectal ulcer with fistula formation was discovered, in which chronic inflammation was confirmed by a biopsy (Fig. 3) . However during sigmoidoscopy, transrectal drainage of SVA failed because definite fistula opening was not detected. Conservative treatment went on and follow-up CT on the 10th day showed a decreased size of the abscess cavity and slightly improved right hydronephroureterosis. The department of general surgery was consulted, and nothing per os (NPO) with total parenteral nutrition (TPN) was started. Rectal decompression through the rectal tube insertion was performed. Blood and urine cultures showed no bacterial growth after 5 days. Rectal decompression through the rectal tube insertion maintained only for 5 days. Follow-up CT and sigmoidoscopy on the 20th day showed an improved state of abscess cavity and rectal fistula (Fig. 4) . PCN was removed and the water intake was permitted. Patient defecated well after a soft diet, and on the 30th day he was discharged with urethral catheter inserted. Two weeks after discharge, he visited the outpatient department of our urologic center and had the urethral catheter removed. Urodynamic study showed low P det compliance (15.2 ml/cmH 2 O) and low detrusor pressure at maximal peak flow (P det Q max 13 cmH 2 O). The alpha blocker with anticholinergic was prescribed without clean intermittent catheterization. Now, he is free from symptoms related to SVA with rectal fistula and showed a clear urinalysis.
DISCUSSION
SVA is a rare urologic disease [1, 2] . A case of SVA was first reported in 1978 by Rajfer et al. [3] . To the best of our knowledge, only less than 30 cases of SVA have ever been reported in the literature [4] [5] [6] .
The exact etiology of SVA is unclear but predisposing factors include diabetes mellitus, human immunodeficiency virus infection, urinary tract infection, indwelling urethral catheter or urologic instrumentations, intraabdominal carcinoma, and anatomical abnormalities [7, 8] . In this case, neurogenic bladder and history of previous clean intermittent catheterization are thought to be the cause of SVA.
SVA is difficult to diagnose because its bizarre clinical symptoms are non-specific. The symptoms of SVA can be fever, LUTS, urinary retention, hematospermia, rectal discomfort, and perineal, abdominal or inguinal pain. In this case, our patient presented with high fever, LUTS, and low abdominal pain.
The diagnostic imaging modalities of SVA include transrectal ultrasound (TRUS), CT or MRI. Although CTs are most frequently used as the chosen diagnostic method, the most recent study showed that TRUS may be the most cost-effective diagnostic tool [5] . At our center, CT was performed firstly, and MRI was also used secondly because the origin of the pelvic abscess was unclear-could either be from the prostate or the seminal vesicle.
Furthermore, rectal fistula formation with SVA abscess is extremely rare, and only a few cases were reported in the English literature. To the best of our knowledge, this is the first reported case of a successful treated SVA abscess with rectal fistula without any invasive abscess drainage or fistulectomy. Usually, it is thought that SVA treatment, such as tranvesical, transperineal, transgluteal or transure-thral abscess drainage, is needed. However, in this case, the fistula opening was not detected during a sigmoidoscopy, and according to the consultation from department of internal medicine and general surgery, the conservative treatment was chosen instead of the invasive procedure. Although the periods of NPO with TPN was long, the patient was well tolerated and he was able to overcome SVA only with the conservative treatment, such as IV antibiotics and rectal decompression through rectal tube insertion. Therefore, rectal decompression should be considered as the treatment of SVA with rectal fistula before performing invasive abscess drainage or fistulectomy.
